MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -~ 63-012953

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

. . _ STATE FILE NUMBER
DO NOT WRITE AMENDED Emmfk“‘l ql G Primery Regiatration District No. 3._0__15__ . .-Registrar's No, ___1__4__& .

ON THIS STUB

AT 13‘-“ -
1. PLACE OF DEATH J . 2. USUAL RESIDENCE (Where deceasad lived. [(f instinvfion: Residence before

» CONTY 8%. Francols = STATM gsourle COUNT"St Franc olapision
b. C(IJ‘I"{Y {If outsida corporate limits, glve TOWNSHIP anly) Length of stay in 1b c C!'I'Y Inside Limits

owN  Bonne Terre, 80 ye oW Bonne Terre, Yes (X No OO

. FULL NAME OF (if NOT in hotpital, give location) Inside Limi\n d. STREET {If qutsida, give location) Reside on Farm
ADDRESS

HOSPITAL OR
mstiution 121 D. Street Yes ) NoD 121 D. Street . Ya I NeX
" HAME OF DECEASED ~ Firnt widdis Taat i DATE Month Day ~Veur

[Type o prin - ‘
T William John . Wnlteknight | o9 Marche3; 1963
. SEX & COLOR OR RACE 7. A‘Mrriad m Never erriefi O |8. DATE OF BIRTH | 9- AGE {last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
Male White widewssD  oheetO 1)y /1] /187D 92 W[ [P

103, USUAL OCCUPATION {Give kind of work done | 10b. XIND OF BUSINESS OR !ND_USTQY 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mest of working |ife, n if retired)

Rallroed -Ferming Rallroad -Farmil/Cane Hil11l, Mo. U.S.4A.
t3a. FATHER'S NAME 13b. MOTHER'S MAIDEN;NAME 14. _NAME OF HUSBAND OR WIFE
William Perry yhitoknight Sarah Ann Fox Annie Wagner Whiteknig

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Addres nv

{Yes, no, or unknown) ,(lf yos, pive war or detes of serv| Dor"thy Whitekn&ght , Bonne Ter‘r‘e , MO

18. CAUSE OF DEATH (Enter only one causa per line INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND_DEATH

IMMEDIATE CAUSE (3) C‘renera.liz.tedl Depgenerative Disease Severailear s

- V§ 300
Rev, 4/59

IDATE AMENDED

- DOCUMENT - -

!
Conditions, if any, DUE TO {b} . } :
which gave riza to g
shove cauvse (a),
stating the under- |
lying cause last. DUE TO () .
PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOILEATH but not relsted to the terminel PART 111, 1  decwased Was femals  was
dissase condition given in PART | [a} i there a pregnancy in last 90 deys

Fractured Hip | [OYes [ O Ne | O nknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury it PART | or PART Il of item 18.)
PERFORME| a (m] ) .
YES (0 NO

20c. TIME OF  ,Hour Manth, Day, Year
- INJURY a.m.
: B

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about heae, | 20f, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK QRK a farm, factory, street, office bidg., l‘t.)- .

NOT WHILE AT W " L
%... ebruary 5, 1963 , February 20, J9R3 .. Mo €0 <Y, 1707

4:15 A. M- m !ﬂ the date stated above, and to the best of my knowledge, from the ceuses stated.
|

AMENDMENTS ON THIS' RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

ded the d

Geath occurred at

PEWRITER. RIBBON

HOULD READ

—
u’/or title) 276, ADDRESS Z2¢. DATE SIGNED

Farmington, Missouri 3-13-63
23a. BURIAL, CRENATIO . gF c}u’mnv Ot CREMATORY 23d. LOCATION (City, town, or county} {State)

RBETzorwiL:imm 1963 5t.Francoi sl Memorial Park, Bonne Terre, Rt. Mo.
24. FUNERAL DIRECTOR ADDRESS 25.| DATE RECD. BY LOCAL REG. . B GIST!AS SIGNATUR y

Pr

©  USE BLACK INK
OR

=

BY AFFIDAVIT OF

ITEM NO,

Dale Sparks Bonne Terre, Mo. .

(L d Embal F + on Reverse Sida}




-
STATEMENT. 8Y LICENSED EMBALMER

1 hereby cerfify that the body whc»siei name is recorded on the-reverse sidé of this certificate was embalmed by me,
i ’

or by Ei i I S— S_iudent Embalmer No.

working under my personal . supervision.

Student

Signature of Student Embalmer. .

' - Licensed Embalmer NO.#-.%L_
L | o P, OAddu&mjiaa_L’ : '

- -

: o
Notfe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in* his OWN HANDWRITING - (Fallure to comply
with the above constitutes.grounds for. revacehon of license).

If embalmed by a STUDENT, he also shal! sign in his OWN handwrmng
If'this body is not ernbalmed fact shculd be:so stated_above.




